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"The symptoms produced by this aberration of
mind are, first, great mental dejection, loss
of appetite, indifference to external influences,
irregular action of the bowels, and slight hectic
fever. As the disease progresses it is attended
by hysterical weeping, a dull pain in the head,
throbbing of the temporal arteries, anxious

expression of the face, watchfulness, and increased
fever and wasting. Among young prisoners of war
it is the worst complication to be encountered,
as the writer can truthfully affirm." We can

only trust that as our allies and ourselves
are fighting with high hopes in an inspiring cause
such a form of mental depression is unknown or
rare among them. The Italians speak familiarly
of nostalgia as a disease of recruits.

DUODENAL ULCER IN INFANCY.

DUODENAL ulcer has rarely been observed in

infancy. An American writer, Holt, recently could
find recorded only 91 cases in the first year of life, I
to which he added four cases from a total of 1800
necropsies at the Babies’ Hospital, New York. In
the American Journal of the Medical Sciences for
November Dr. B. S. Veeder has published an im-
portant paper on the subject based on the experi-
ence of the Department of Pediatrics, Washington
University Medical School, and the St. Louis
Children’s Hospital. His statistics indicate a

greater frequency of duodenal ulcer in children
than those given above. During the last two years
five cases were observed in one hospital in St. Louis.
From the pathological standpoint the condition was
found four times in 62 necropsies on infants under
one year. From the clinical standpoint it was

diagnosed four times among 586 admissions to the
infant ward and 2000 infants under 1 year treated
at the out-patients’ department. The following is
an example. A female, aged 1 month, was admitted
on March 20th, 1912. She was born at term, was
breast-fed for two weeks, and then fed on con-
densed milk, 1 in 16. This was well taken for two
weeks, but then was refused, and the stools became
loose and watery. Two hours before admission
she was put on barley water, which was refused.
On the day of admission she passed four loose
mucous stools and vomited once. Milk diluted
with three parts of water and protein milk were
tried without benefit. On March 30th black I

granular material was vomited, and soon afterwards
a tarry stool was passed. The temperature
remained continuously subnormal, but there 1
were no signs of collapse. Duodenal ulcer
was diagnosed. Two days later more tarry stools
were passed. She gradually became weaker and i
died on April 5th. The necropsy showed an (

irregular ulcer measuring 7’5 by 5 mm. on the 1
posterior wall of the duodenum just beyond the i

pylorus. The ’margins were elevated and under- s
mined. Near this ulcer was another 3 mm. in i

diameter. The ulcers extended through the mucosa c
and submucosa, and their bases were covered with i

greyish slough. In 4 out of the 5 cases there was s

a fairly typical picture of duodenal ulcer from i

which the diagnosis could be made, and it was con- d
firmed by necropsy in 3 which were fatal. All the 1:
infants were under 6 months and were artificially r:
fed and marasmic, but 3 had received a fair start t
on breast feeding. Vomiting occurred in all the c

cases and was a marked feature in 3. Melaana 0
was present in 4 cases. In the absence of d

the subjective symptoms, which are so im-

portant in the adult, the diagnosis depends
upon the few objective symptoms given above.
Gross haemorrhage from the bowel is the only
definite symptom pointing to duodenal ulcer; when
absent the diagnosis cannot be made. Acute
ulcerative conditions of the lower intestine must be
excluded, but these are usually associated with
acute nutritional disturbances. The prognosis is
unfavourable because of the age of the patients and
the associated chronic malnutrition. As to the
treatment, the only indication is to place the
infant under the best nutritional conditions, which
means breast feeding. The pathology is obscure.
The ulcers may be single or multiple. They vary
from small areas of superficial necrosis to

punched-out ulcers involving all the intestinal
coats, and in a few cases causing perforation.
They are found between the pylorus and
the ampulla of Vater, most commonly just beyond
the pyloric ring. In practically all the cases they
were on the posterior wall. This seems to be due
to the fact that such position is the most dependent
part of the duodenum when the infant is on its
back, and therefore the place where any substance
acting on the mucosa would be most likely to
produce an effect. The ulceration appears to be in
some way due to intestinal decomposition. This is
most common in the early months of infancy, and
most of the subjects were in the first five months of
infancy.

NON-TUBERCULOUS LESIONS OF THE
PULMONARY APEX.

As comparatively little attention has been given
to disease of the apex of the lung which cannot be
attributed to tubercle, we welcome a communica-
tion on this subject made by Dr. L. Devoto to
the Twenty-fourth Italian Medical Congress at
Genoa last month and reproduced in a recent
number of Il Morgagni. The author first draws
attention to cases which simulate a morbid con-
dition of the apices which really does not exist.
For example, in young children a limited and per-
sistent unilateral dulness is often found, leading
to the suspicion of tuberculosis of the apex or
tracheo-bronchial glands. Such dulness, however,
is due to changes in the bony thorax, and particu-
larly to slight deviations of the vertebral column,
or to abnormal length of the apophysis of the
cervical vertebrae. Moreover, it is not unusual to
meet with patients who for some months present
a subfebrile temperature of uncertain origin. With
the idea of tubercle present it requires care and
judgment to avoid an error in diagnosis. By
violent coughing and forced respiration it is easy
to provoke the formation of a rale, especially if the
examination be made in the morning after the
patient has remained for a considerable time
in a supine posture in bed. It is, moreover,
stated that in the course of chronic appendicitis
moist sounds may be heard at the apices, which
disappear when the local process becomes more
marked. Then there are the chlorotic girls, with
slight dulness at one apex, a harsh vesicular
murmur, prolonged expiration, loss of flesh, and
debility, who are sent to the sanatorium only to
be dismissed after a short time because the
physical signs at the apex have no relation with
tubercle but with the asthenia of chlorosis. Having
cleared the ground of what might seem to indicate,
jwing to errors of observation or interpretation, a
liseased condition of the apices, the author enters
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upon apical pathology properly so-called. Among
primary conditions of the apex which are not
tuberculous he draws attention to apical pleurisy,
either dry or with serous or purulent effusion,
simple bronchial catarrh, bronchiolo-alveolitis and
peribronchitis from inhalation of dust, broncho-
pulmonary foci occurring as sequelae of influenza,
whooping-cough, diphtheria or typhoid fever, pneu-
monomycosis, new growths and gummata, abscess,
and bronchial concretions. Passing on to secondary
affections of the apex, the author notices that

physical signs of collapse at the right apex are
met with in persons suffering from diseases of the
upper air-passages, and that in aged people with
torpid circulation a diminution of resonance and
moist sounds are found at one or both apices.
Similar conditions, the result of toxaemia or

weakened circulation, are found in ursemia,
diabetes, polysarcia, and in the course of severe

nephritis, in the induration following an apical
pneumonia and pulmonary infarcts. In the

majority of cases non-tuberculous lesions of the
apex can be clearly recognised. If by modern
methods of investigation the non-tuberculous origin
and nature of an apical lesion cannot be demon-
strated, a tuberculous process is to be suspected,
even if search for the bacillus and other special
investigations give negative results. But this con-

tingency of having to admit the tuberculous nature
of a lesion by a process of exclusion is so rare that
a diagnosis of tubercle arrived at by this means
will be justified by the consideration that, within
certain limits, diagnosis in excess is less prejudicial
than diagnosis in default.

THE BELGIAN DOCTORS’ AND
PHARMACISTS’ RELIEF FUND.

A MEETING IN LONDON.

A MEETING of the committee to organise a Relief
Fund for Belgian Doctors and Pharmacists was held
at the offices of the British Medical Association on

Tuesday afternoon, Nov. 24th. The meeting arose
out of invitations sent by the previously existing pro-
visional committee, in order that it might transform
itself at the first opportunity into a really repre-
sentative body, which should give its influence to
the movement to relieve in some way the misery of
the Belgian doctors and pharmacists. The follow-

ing were present :-
*Sir Rickman Godlee, Bart., in the Chair.
Sir Donald MacAlister, K.C.B., President of the

General Medical Council.
Sir Henry Morris, Bart., Joint Treasurer of the

General Medical Council.
’Sir Thomas Barlow, Bart., President of the Royal

College of Physicians of London.
*Sir W. Watson Cheyne, Bart., President of the

Royal College of Surgeons of England.
*Mr. Meredith Townsend, Master of the Apothe-

caries’ Society of London.
Sir John W. Moore, late President of the Royal

College of Physicians of Ireland.
Mr. James Hodsdon, President of the Royal College

of Surgeons of Edinburgh.
Sir Lambert H. Ormsby, late President of the Royal

College of Surgeons in Ireland.
Dr. Frederick Taylor, President of the Royal

Society of Medicine.

*Mr. W. J. Uglow Woolcock, Secretary and Registrar
of the Pharmaceutical Society.

Sir Clifford Allbutt, K.C.B., Professor of Medicine
in the University of Cambridge.

Sir Thomas Fraser, Professor of Materia Medica
and Clinical Medicine in the University of
Edinburgh.

Sir Charles Ball, Bart., Professor of Surgery in the
University of Dublin.

Professor Robert Saundby, Professor of Medicine
’, in the University of Birmingham.
’ Professor William Russell, Professor of Clinical

Medicine in the University of Edinburgh.
! Sir W. Whitla, Professor of Materia Medica and

Therapeutics, Queen’s University, Belfast.
Professor John Yule Mackay, Principal of, and

Professor of Anatomy in, University College,
Dundee.

Professor G. Elliot Smith, Professor of Anatomy in
the Victoria University of Manchester.

*Dr. F. M. Sandwith, Gresham Professor of Physic.
Dr. J. C. McVail, Crown Nominee on the General

Medical Council.
Professor Arthur Thomson, Professor of Anatomy

in the University of Oxford.
*Dr. Herbert Spencer, Obstetric Physician to Uni-

versity College Hospital, London.
*Sir Frederic Eve, Senior Surgeon to the London

Hospital.
Dr. Richard Caton, Consulting Physician to the

Liverpool Royal Infirmary.
Dr. Norman Walker, Treasurer of the Royal College

of Physicians of Edinburgh.
Mr. H. A. Latimer, 

Direct 
Representatives for

*Mr. T. Jenner Verrall, England on the General
Dr. J. A. Macdonald, Medical Council.

*Dr. Alfred Cox, Medical Secretary of the British
Medical Association.

*Dr. Dawson Williams, Editor of the " British
Medical Journal."

*Dr. H. A. Des Vceux (Honorary Treasurer).
*Dr. S. Squire Sprigge (Honorary Secretary),

Editor of " The Lancet." .

Those marked with an asterisk were members of
the provisional committee, and were chosen by the
meeting to form the executive committee.
The appended letter was approved for distribution

to the press as an open appeal, and sufficiently
explains both what has been done and what it is

hoped to do. Hearty cooperation was promised both
from Scotland and Ireland, and the committee
has been strongly reinforced from both these
divisions of the United Kingdom, and also

by prominent members of the pharmaceutical
profession.

IRISH SUPPORT.

A Belgian medical relief fund was started in
Dublin some days ago. A letter from Professor
Jacobs, of Brussels, having been received by the
Presidents of the Irish Royal Colleges, asking for
assistance for distressed Belgian medical men and
pharmacists, the Presidents, after consultation with
their respective Colleges, summoned a meeting of
the medical profession of Dublin. The meeting
was held on Nov. 20th in the Royal College of
Physicians of Ireland, the President in the chair.
The first resolution, moved by Mr. F. Conway
Dwyer, President of the Royal College of Surgeons
in Ireland, and seconded by Dr. James Little, senior
Fellow of the Royal College of Physicians of Ireland,
expressed sympathy with the Belgian medical pro-
fession, and authorised the opening of a fund for
their relief. A further resolution, establishing a


